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A surveyor reports some heartening
rogress in the integration of
egro personnel in public health

administration and medical serv-

ices. He makes some recommenda-
tions for accelerating the process.

¥ The practice of segregation and dis-
crimination in the United States is not
the particular province of any section
of this country since it may be found
North or South; nor has it been directed
at any one specific group of the popu-
lation since various racial, religious,
and nationality groups have felt, or are
experiencing, the effects of these prac-
tices. The writer is most conversant
with segregation and discrimination as
they apply to the Negro and therefore
this paper will be concerned with this
group in relationship to health and
medical care.

Decades of Segregation and Discrim-
ination (19301939 and 1940-1949)

The decade of 1930-1939 was char-
acterized by patterns of segregation and
discrimination which had been well
crystallized during previous years. Seg-
regation and discrimination had the
sanction of custom and law in the
South; in the North segregation, though
not as overtly practiced in governmental
establishments, was readily found in
private agencies and was tacitly prac-
ticed and accepted. The health and
medical care picture of the Negro was
certainly a dismal one and a few exam-
ples will suffice to give the temper and
mood of the times.

The mortality and morbidity rates of
the Negro in this decade when com-
pared to those of white individuals were
disproportionately higher than at pres-
ent, but health facilities continued to be
allocated to them in terms of their pro-
portion in the population rather than in
terms of needs.! The number of Negro
professional students reached its lowest
ebb during the decade. For example,
during the school year 1935-1936 2
there was a total of 369 medical stu-
dents enrolled throughout the United
States. Of these, 346 were registered
at Howard and Meharry Medical Col-
leges, predominantly Negro schools, and
the remaining 53 were enrolled in 23
northern schools.  Internships were
available, with the exception of one or
two places, only in Negro hospitals
while residencies were even fewer. Pro-
fessional societies for doctors, nurses,
dentists, and pharmacists did not admit
Negroes in the South, and very few
Negroes were found in those of the
North.

The employment of Negro profes-
sional personnel in health and medical
care agencies left much to be desired.
Governmental and nongovernmental in-
stitutions at the federal, state, and local
levels provided few opportunities for the
employment of Negro professional per-
sonnel with the possible exception of
nurses. The Public Health Service, for
instance, in 1939 employed 8,000 pro-
fessional workers and yet not more than
25 of these were Negroes and only four
were on a full-time status.? At the state
level in 1930, of seven states—Arkansas,
Delaware, Kentucky, Mississippi, North
Carolina, West Virginia, and Alabama—
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only one employed a parttime Negro
physician, three employed 29 nurses but
none employed Negro dentists or dental
hygienists. The same situation ob-
tained locally.*

Hospital services for Negroes in
1930-1939 were at the lowest possible
level. The availability of hospital beds
for them, particularly in the South, was
minimal as seen in the often-quoted
survey of Mississippi.® In addition to
inadequacy in numbers there were
marked qualitative differences in the
South. As a result many proprietary
Negro hospitals made their appearance
and by 1930 there were some 183 such
hospitals of which about 20 were ap-
proved for intern training.®

Voluntary health agencies and foun-
dations, with the exception of the
Rockefeller Foundation indirectly, and
the Julius Rosenwald Fund, the Na-
tional Tuberculosis Association, and the
American Social Hygiene Association
directly, had shown little or no concern
about the health of the Negro. The
report of the Committee on the Costs
of Medical Care, published in 1933,
recommended provision of medical care
and following it group hospital insur-
ance plans began to flourish, but this
in no way touched the Negro population
nor were attempts made to attract him.

The first seven or eight years of the
decade of 1940-1949 were not too dif-
ferent from the previous ones, except
that there was a crescendo of voices
from many quarters calling attention
to the injustices and ill effects of segre-
gation and discrimination and the need
to do something about it. The National
Urban League Community Relations
Project initiated in 13 northern and
southern cities in 1945-1946 docu-
mented conditions as already described.”
Cobb 8 in his comprehensive report of
1947 also called attention to the in-
equalities and adverse pattern existing
through the land. The Report of the
Commission on Hospital Care also of
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19479 addressed itself to the provision
of hospital service and the quality of
care being received by Negroes and
made strong recommendations for their
improvement. Numerous other reports,
both state and local, made their appear-
ance between 1940 and 1948.

This increased concern about the
Negro in the latter part of the decade
in question grew from changes in social
attitudes and the emergence of this
country as an international power after
World War II—which made it necessary
for her to make friends with, and in-
fluence, nations of colored people. The
full impact of this was not noted until
the next decade but tell-tale signs could
be seen in the last half of this decen-
nium. A few may be mentioned. In
1946 the American Nurses’ Association
established a direct national member-
ship for nurses who were deprived of
membership in their county societies.
The Baltimore City Medical Society in
Maryland opened its doors to Negro
doctors in 1948, and this was followed
by similar actions in 1949 by Oklahoma
and Missouri. The University of
Arkansas in 1948 became the first of
the 26 medical schools of the South to
admit a Negro student. The Hospital
Survey and Construction Act which be-
came law in 1947 contained an anti-
discrimination clause, though watered
down by providing an alternative to sat-
isfy the segregated pattern of the South.

These then were some of the develop-
ments which were undermining the
foundations of segregation and discrim-
ination in medical care and which
heralded the advent of greater integra-
tion in the present.

Dr. Cornely is head, Department of Preven-
tive Medicine and Public Health, College of
]lglegicine, Howard University, Washington,

This paper was presented before the Medi-
cal Care Section of the American Public
Health Association at the Eighty-Third An-
lllgaiglgiseeting in Kansas City, Mo., November
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Decade of Integration (1950 to Date)

The decade of 1950 is admittedly that

of integration buttressed by the Supreme
Court decision of May 17, 1954, on
education. OQur concern today therefore
is how far we are in the first half of
this period on the road to integration
in health and medical care in the United
States. For purposes of accuracy and
completeness it would have been desir-
able to obtain information by personal
visits to selected states. This being im-
possible, it was decided to inquire by
means of the questionnaire method into
the following four facets of health and
medical care: (a) medical schools; (b)
medical societies in the South; (c) Blue
Cross-Blue Shield plans; and (d) hos-
pitals and health agencies.
It is fully realized that the question-
naire method has many pitfalls, but the
results in these instances may give us
an indication of the trends.

Medical Schools—Questionnaires were
sent to each of the 74 four-year medical
schools in the United States requesting
information about their total enroll-
ments and those of Negro students for
the year 1955-1956. Of the 49 schools
in the North and 25 in the South, 43
and 23, respectively, replied, a total of
66. The total enrollment however for
each of the eight schools that did not
answer was obtained from a current
Journal of the American Medical
Association.10

The 49 medical schools in the North
had a total enrollment of approximately
18,500 students as shown in Table 1.
Of the 43 schools that replied, 33 had
an enrollment of 171 Negro students.
When contrasted with the year 1947-
1948 11 it is found that the number of
schools had increased by six, or 19 per
cent, and the number of students by 78,
or 84 per cent. Although there has been
improvement in the North, the propor-
tion of Negro students to total enroll-
ment is woefully small. Even when the
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Table 1—Distribution of Medical Stu-
dents in Northern States 1947-1948
and 1955-1956

Enrollment of Medical Students

1947-1948* 1955-1956
States
Negro Total Negro

California 11 1,341 13t
Colorado 0 294 2
Connecticut 3 320 1
Illinois 8 2,043 16
Indiana 4 585 15
Towa 1 41 3
Kansas 0 427 8
Massachusetts 8 1,255 10t
Michigan 17 1,039 26
Minnesota 0 480 0
Missouri 0 846 4
Nebraska 1 629 12
New York 23 3,173 18%
Ohio 6 1,228 21
Oregon 1 295 0
Pennsylvania 10 2,623 21+
Utah 0 206 0
Vermont 0 179 0
Washington 0 288 1
Wisconsin 0 714 0

Total 93 18,406 171

* Johnson, J. L. Op. cit.
+ One school not included.
$ Three schools not included.

enrollment of the six schools that did
not respond is subtracted from the total
thus reducing it to 15,843 students, the
figure of 171 Negro students is barely
over 1 per cent of the total. The state
of Michigan has the best experience
with about 2.5 per cent. It is significant
that this state has maintained this
leadership for many years. It is well to
keep this in mind when emphasis is
placed on the lack of qualified Negro
applicants.

The 25 medical schools in the South
had a total enrollment of 9,103 students
(Table 2). Of the 23 schools that re-
ported, 10 including Howard and
Meharry Medical Colleges, had 561
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Table 2—Distribution of Medical
Students in Southern States
1947-1948 and 1955-1956

Enrollment of Medical Students
1947-1948* 1955-1956
States
Negro Total Negro
Alabama 0 310 0
Arkansas 0 315 8
Washington,

D. C. 264 1,101 258
Georgia 0 640 0
Kentucky 0 379 5
Louisiana 0 953 0
Maryland 0 674 3
North Carolina 0 763 1t
Oklahoma 0 377 5
South Carolina 0 296 0
Tennessee 231 1,267 2601
Texas 0 1,375 11
Virginia 0 653 10

Total 495 9,103 561

* Johnson, J. L. Op. cit.
t One school not included.

Negro students. When contrasted with
1947-1948 this becomes one of the
significant achievements of this decade.
In that year no southern medical school
other than Howard and Meharry ad-
mitted Negroes; today eight of these
schools have lowered their barriers and
have an enrollment of 43 Negro stu-
dents. Of the 13 states and the District
of Columbia with medical schools only
four, Alabama, Georgia, Louisiana, and
South Carolina, are without Negro
enrollees. It is to be emphasized, how-
ever, that even though there has been
this progressive step, the increase in the
number of Negro students between
1947-1948 and 1955-1956 has only
been 13 per cent and the 43 students in
the eight medical schools constitute
about 1 per cent of the total enrollment
of 4,225 students, thus paralleling the
ratio in northern schools. It is of inter-
est to note that Arkansas, which was
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the first to admit Negroes to its medical
school, continues to maintain the high-
est ratio for this group.

Medical Societies in the South—The
relationship of the Negro physician to
organized medicine in the South has
been of much concern to all individuals
interested in medical care. Question-
naires were sent to the executives of
state and county medical societies listed
in a 1954 roster.!?> This included 16
states, the District of Columbia, and 32
counties. Of these, 15 states, the Dis-
trict of Columbia, and 27 counties re-
plied. All the 15 states, with the excep-
tion of Louisiana, now admit Negro
physicians and had thus far received
197 memberships. Of the 27 counties
which were distributed in all of the
southern states except North Carolina,
23 admit Negroes. The four counties
that do not admit Negroes are scattered
in South Carolina, Tennessee, Texas,
and Virginia. Thus on the basis of
these data, even though information was
not received from North Carolina, it
may be said that all southern states with
the exception of Louisiana and possibly
North Carolina have opened their doors
to Negro physicians. This has been
another achievement in the area of race
relations in medical and health care.

Two regrettable situations must, how-
ever, be noted. In the first place, al-
though state medical societies have
lowered these barriers, there are county
medical societies which continue to bar-
ricade themselves against Negro mem.-
bership. Second, the number of Negro
doctors in the 15 state medical societies,
the District of Columbia, and the 23
counties bespeaks not too well for their
interest. This is well seen in a com-
munity like the District of Columbia
where there are over 200 Negro physi-
cians and only 61, or less than one-third,
have thus far joined the medical society.
The same situation has also been re-
cently reported for New York City.18
The Negro physician has a responsi-
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bility in this area which he cannot
lightly ignore.

A word should be said about Negro
dentists and dental societies in the
South, although this was not investi-
gated. All available information indi-
cates that at the present time not one
state or county dental society is opened
to Negro dentists. Since Negro nurses
and pharmacists are able to join their
national professional societies without
going through their local units, and the
doors have been opened to Negro physi-
cians, the Negro dentist in the South
remains the only member of a major
health profession who still is barred
from even joining his national organiza-
tion, the American Dental Association.

Blue Cross and Blue Shield Plans—
An effort was made to study Blue Cross
and Blue Shield Plans as they relate
to Negroes, but this was not too produc-
tive. The 68 Blue Shield Plans in the
United States of which 41 are in the
North and 27 in the South were ad-
dressed. Of these, 62 replied—37 and
25 in the North and South, respectively.
All reported that membership was not
separated according to race and there-
fore accurate figures could not be given.
However, some estimates were offered.
The 11 southern plans gave estimates
ranging from 1 to 20 per cent of total
membership. Only four of the plans
gave figures between 10 and 20 per cent,
while the others placed the values at
7 per cent or below.

In the North only seven plans gave
an estimate, varying from one-half to 15
per cent of the total membership. All
the plans (North and South, with the
exception of two in the South) reported
that Negro physicians if they are avail-
able are participating doctors in the
surgical plans. The lack of Negro physi-
cians was present in four of the northern
and two of the southern cities replying.
The major difficulties experienced by
the plans as far as Negroes were con-
cerned had to do with the cost as it re-
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lated to individual memberships; the
lack of appreciation for hospital care;
the inadequacy of facilities; and the
lack of staff privileges for physicians.
It would appear that these will have to
be resolved if the Negro is to receive
fuller benefits from these plans.

Hospitals and Health Agencies—An
inquiry into segregation and discrim-
inatory practices in hospitals and health
agencies by sending questionnaires to
each establishment is fraught with obvi-
ous difficulties. Therefore, the writer
took advantage of his association with
the National Urban League and sent
questionnaires covering hospitals, health
departments, and miscellaneous matters
to each of its affiliates in the United
States. The staff members of each of
the local Urban Leagues work closely
with the community and its agencies
and therefore were in a position to act
as an alter ego for the investigator and
thus provide more accurate information.

A questionnaire was sent to each of
60 cities, 45 in the North and 15 in the
South, in which Urban League chapters
are located. Filled questionnaires were
received from 31 cities, of which 23
were in the North and eight in the
South. The 23 northern cities are lo-
cated in 15 states with a total of almost
nine million persons of whom approxi-
mately 860,000 are Negroes. The range
of the total population and that of the
Negro varies from 25,000 to 975,000
and from 2,100 to 160,000, respectively.
The eight southern cities are scattered
in seven states with a little over three
million persons, of whom approximately
760,000 are Negroes. The range of the
total population and that of the Negro is
from 87,800 to 900,000 and from 20,000
to 260,000, respectively. This sample,
therefore, is deficient in two respects:
namely, the absence of the larger metro-
politan areas and the small number of
southern cities. Nevertheless, certain
trends may be observed.

Hospitals: The 31 cities (as seen in
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Table 3—Number of Hospitals According to Race and Type

Number Number of Hospitals Type of Hospitals
Area of -
Cities Total White Negro  General  Special
North 23 344 338 6 256 88
South 8 107 96 11 69 38
Total 31 451 434 17 325 126

Table 3) are served by a total of 451
hospitals of which 434 are operated by
white persons and 17 by Negroes. Ap-
proximately 70 per cent of the hospitals
both North and South are considered
general in type. Integrated practices in
the general hospitals are revealing as
shown in Table 4 and 5. In the North
82.5 per cent of the general hospitals
offer patient care on an integrated basis.
Although the percentage for the North
appears to be extremely good for these
cities it may not reflect the true picture
for the country as a whole. In the South
only four or 5.8 per cent of the 69 hos-
pitals admit Negroes without restric-
tions. Of the remaining 65 general
hospitals approximately half have segre-
gated wards, about one-third do not
admit any Negroes and the rest have
modifications of established segregated
or discriminatory patterns. The special
hospitals show a similar pattern both
North and South.

The situation is somewhat different
when staff affiliations are analyzed in
Table 5. It is noted that opportunities

Table 4—Number of General Hospitals
with Integration of Patients

Integrated
No. No.of Hospitals
Area of General
Cities Hospitals  No. Per cent
North 23 256 211 82.5
South 8 69 4 5.8
Total 31 325 215 66.2

for internships, residencies, courtesy,
and attending staff privileges are avail-
able both in the North and South. How-
ever, in the North the number of hos-
pitals that have opened their doors vary
from 24 or 10 per cent of the total, in
the case of residencies to 50 or about 20
per cent for membership on the active
staff. These figures in no way approxi-
mate the 82.5 per cent of the northern
hospitals that serve the Negro on an
integrated basis. In the South the
figures are four or 5.8 per cent in the
case of internships and residencies and
16 or 23 per cent in the case of staff
privileges. The larger percentage of
hospitals in the latter category is due
to the wider use of segregated units
which facilitates the appointment of
Negro physicians. In terms of special
hospitals, the ones in the North follow
the pattern for the general hospitals, but
of the 38 special institutions in the
South only one had a Negro on its staff
in the capacity of an attending member.
Thus it would appear from this brief
purview that in the South segregation
as a pattern in hospital services still is
widespread. Also discriminatory prac-
tices in reference to staff affiliations for
Negro doctors are prevalent in both the
North and South.

Health Agencies: Health departments
and voluntary health agencies were also
the subject of inquiry in the Urban
League questionnaires. Of the 23 cities
in the North, 20 reported that the
services offered by health departments
are on a nonsegregated basis. The re-
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Table 5—Number of General Hospitals with Negro Medical Staff Members

No. of No. of Hospitals with Negro Physicians
Area General -
Hospitals Interns Residents Courtesy Active
North 256 31 24 46 50
South 69 4 4 6 16
Total 325 35 28 52 66

maining three stated that segregation is
practiced in some facilities. Thirteen
of the 23 cities reported that Negro pro-
fessional personnel are employed in
these official health agencies. Of the
eight cities in the South, six reported
segregated and two integrated services.
All eight health departments employ
Negro professional personnel. It would
appear from this that the segregated
pattern in official health agencies, which
has been so prevalent in the South, still
persists and possibly is one that has
shown the least progress toward integra-
tion. This should be of concern to the
American Public Health Association and
the Conference of State and Territorial
Health Officers.

The 20 northern cities answering the
questions on voluntary health agencies
reported a total of 200 such organiza-
tions. However, of these agencies only
33 or 16.5 per cent employ Negroes and
only 33—but not the same as in the
previous figure—have Negroes on their
governing boards. In the eight southern
cities there were 58 such organizations
with 13 or 22 per cent employing
Negroes and 12 having Negro represen-
tation. There would appear to be need
for an opportunity for greater participa-
tion of the Negro community in the
operation and formulation of policies of
nonofficial health agencies.

Summary

This purview of the past 25 years,
even though inadequate in a number of

areas, shows that significant progress
toward integration—some outstanding—
has taken place. The barriers of segre-
gation and discrimination in health and
medical care have crumbled in many
places. The admission of Negro medical
students in southern schools, the ac-
ceptance of Negro physicians in southern
medical societies, the wider degree of
integration in northern hospitals, the
increased opportunities for intern and
residency training support this conten-
tion. However, there are still sizable
islands of segregation and discrimina-
tion. These are seen in health depart-
ments throughout many areas of the
South, the separate and inadequate hos-
pital facilities for Negroes in the South,
the reluctance in appointing Negro
physicians to hospital staffs in the
North, the resistance to Negro member-
ship of many southern county medical
societies, the attitude of voluntary health
agencies which prevents Negroes from
sharing in the formulation of policies
and the complete block to membership
in local dental societies in the South.
All these and more must be eradicated
if we are to achieve complete integration

by the end of this decade.

Recommendations

This study suggests certain recom-
mendations which should be helpful in
achieving the desired end and these may
be briefly summarized.

Federal health acts passed by Con-
gress should contain nondiscriminatory
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clauses in order to safeguard the allo-
cation of such grants. Any federal
legislation, such as the Hospital Con-
struction Act, which makes it possible
for grants to be given to states that
maintain separate facilities for racial
groups should be amended by having
such clauses stricken from the act.

State legislatures should consider
legislation to end discriminatory prac-
tices in hospitals and other health facil-
ities. This has already been achieved
in Illinois. Just as in education it may
be necessary to pursue this matter
through the various courts until it
reaches the Supreme Court.

Federal health agencies that have the
responsibility of administering grants
to states should now establish adminis-
trative policies which would prevent
states with separate facilities from re-
ceiving such grants.  Philanthropic
foundations should cease to make grants
for health and medical care to states
which maintain separate facilities and
services for racial groups.

Health agencies and organizations
have a responsibility to go on record
in favor of integrated facilities and the
abolition of discriminatory practices,
since the achievement of this will be
translated in the reduction of morbidity
and mortality and an increase in the
average expectation of life of the Negro.
Segregation and discrimination are en-
vironmental factors and are just as
damaging to health as water pollution,
unpasteurized milk or smog. The Amer-
ican Public Health Association and cer-
tainly this Section have a responsibility
in this area.

Every public health worker, whether
in the North or South, ought not to
accept the patterns of his community as
sacrosanct, but rather should help set
the wheels in motion whereby responsi-
ble community leaders can come to-
gether and work out solutions for the
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improvement of the health of every
single individual in that community.
The admonition of Parran, “We have
no defense unless all are safe among
us” 4 js still important today. The
achievement of this will require more
than routine adherence to accepted pub-
lic health practices.

Integration in health and medical
care is not only basic to the future of
the Negro but also to that of this
country. Henry Cabot Lodge, Jr., at a
meeting on job discrimination recently
held in Washington said: “Any short-
comings we have at home in the field of
civil rights and race relations hurt us
abroad. Conversely any progress we
make in these matters help us abroad.” 15
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